Washington State DEPARTMENT OF SOCIAL AND HEALTH SERVICES
7? Y Department of Social CHILDREN'’S ADMINISTRATION
& Health Services 2/9y o ()
: AU N zUUAL2e9 e 93-Ondncduaonuay
Applicant Medical Report - CONFIDENTIAL

DATE
Suth

| CA Children's Administration

MEDICAL PROVIDER RETURN TO
naunhdudowsuauay g98uuama

ADDRESS
AD
i

CITY STATE | zIP CODE
oo Sn | suban

NAME OF APPLICANT
9209(§5092

| hereby authorize my medical provider to release my medical history information including, but not limited to, information
on the issues | have initialed below. This information is required as part of a home study for foster care and/or adoption.

This release of information is valid for one year from date of my signature.
mental illness, alcohol and drug concerns, sexual and/or physical abuse, domestic violence.

ELINH G‘%’W%UU\UQ UUﬂﬂZZﬂZﬂ‘TUZﬂUﬁUan U‘TU‘TUQQUQ‘W&J G‘%‘Vﬂq G@OG&JUS’WUS QSOJ’WSONUU Snwe U‘WU“’WUQQUQ‘TM G'W‘T&O,UU]j
CCmOﬂU?ﬂﬂﬂhUGﬂj SIS ggmngomuwmmgw GW%OGQUQU]U ZSJUQ‘WU&JJU
SAse 9509UUCCUUmQjUﬁZﬂGanﬂZﬂ%OUUjQjSﬂ‘WUﬁmRI‘TGUjUZUGSQUaﬂ&UﬂﬂUGUjCCUjOCC&COﬂﬂ‘W‘W caz/ma mwsuem@oﬁwamgj

ﬂ‘TUGSﬂG[JUZUS“]US59509UU‘%ZUDJ’LJ?;2ﬂrml[,OCaUCO&?UUE]’%’]NOUU]QQUE\]“]UGQUSQjQ‘WMZC’%‘W.

o ' o = o oo @ ! =
weyanlsnan, a07UMma9LucSeqeMan waz Yacswno, NIY2U6MHNIJEWN KaL/Ma S9N, 00USUES T UaoUAD.
SIGNATURE OF APPLICANT DATE
A70681209(j5092 U

DATE FIRST SEEN BY PROVIDER DATE OF LAST PHYSICAL EXAMINATION
o Qe ! o o O (SR =3 P9
uniivtnunaunletionen JUN299NIWNINWEYWICNFNTIY
SPECIALIST REFERRED TO ADDRESS OF SPECIALIST
PN da o o o P
gesogunnnigluna nYeoquiesognu

REASON FOR REFERRAL
el AINEITbaRER ATk

SIGNIFICANT PAST MEDICAL HISTORY
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CURRENT MEDICAL DIAGNOSIS
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CURRENT MEDICATIONS: PLEASE STATE THE PURPOSE OF THE MEDICATION, ANTICIPATED SIDE EFFECTS AND CONCERNS IF THE
MEDICATION IS NOT TAKEN.
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PROGNOSIS
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PLEASE DESCRIBE HOW ANY MEDICAL CONDITION AFFECTS THE CARE OF CHILDREN.
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